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Background: Intraoperative injury of obturator nerve has rarely been reported in patients with gyne-
cological malignancies who undergo extensive radical surgeries. Irreversible damage of this nerve causes
thigh paresthesia and claudication. Intraoperative repair may be done by end to end anastomosis or
grafting when achieving tension-free anastomosis is not possible.
Case history: A 46-year-old woman with stage IIA cervical cancer underwent radical hysterectomy and
bilateral pelvic lymphadenectomy. Left obturator nerve was damaged intraoperatively during pelvic
dissection. Immediate microsurgical grafting of the sural nerve was successful and there was no func-
tional deﬁcit in the left thigh for 6 months postoperatively.
Conclusion: As far as transection and damage of obturator nerve cause thigh claudication, paresthesia
and cosmetic problems due to atrophy of related group of muscles, we recommend precise anastomosis
of this nerve and grafting whenever achieving a tension-free anastomosis is not possible.
 2008 Published by Elsevier Ltd on behalf of Surgical Associates Ltd.1. Introduction
Intraoperative injury of obturator nerve is not a frequent
complication of gynecological surgeries but it has been reported
primarily in patients with endometriosis and genitourinary malig-
nancies.1,2 This injury can occur in association with pelvic lympha-
denectomy for uterine or cervical cancer and its incidence does not
appear to differ between open surgical and laparoscopic approaches.
Also gynecologic oncology patients undergoing exenterating or
extensive retroperitoneal surgery are at increased risk for injury.3–5
Cervical cancer ranks as the secondmost common gynecological
malignancy worldwide. Radical hysterectomy is the mainstay of
treatment for this type of tumor in stages I and IIA, including pelvic
lymph node dissection. Obturator nerve is a mixed sensory and
motor nerve which is formed of L2, L3 and L4 spinal cord roots and
innervates cutaneous nerves of medial thigh and leg and also hip
and knee joints proprioceptors as well as adductor muscles of thigh
(Fig. 1). Irreversible damage of this nerve causes leg paresthesia and
major weakness in adduction (claudication) and atrophy of this
group of muscles.1,6
We report the second successful graft anastomosis of iatrogen-
ically damaged obturator nerve.agh@yahoo.com (F. Ghaem-
far), saberih@sina.tums.ac.ir
Elsevier Ltd on behalf of Surgical A2. Case report
A 46-year-old woman with clinical stage IIA squamous cell
carcinoma of cervix underwent radical hysterectomy and bilateral
pelvic lymphadenectomy. During left hypogastric lymph node
dissection, the left obturator nerve which was surprisingly more
superﬁcial than usual was inadvertently transected with scissors.
The injury was recognized immediately. The neurosurgery
department was consulted intraoperatively. Microsurgical inspec-
tion revealed that the nerve to be transected irregularly with
a 3-cm defect. As far as achieving a tension-free anastomosis was
impossible, nerve grafting was necessary. The right lower extremity
was elevated without changing supine position of the patient and
the sural graft was harvested. The graft was divided into three
fascicles and each was used to anastomose one fascicle of distal
segment of obturator nerve to its counterpart in the proximal
segment with 8–0 nylon perineurial stitches to achieve a tension-
free anastomosis. The procedure of sural nerve harvesting and
grafting added 90 min to the total operative time. Operation was
ﬁnished in the usual way. Postoperatively the patient experienced
painless numbness on the medial aspect of the left thigh with
obvious difﬁculty in adduction. A neurology consultation revealed
left leg strength of 4/5 in ﬂexion, 2/5 in adduction, 5/5 in abduction,
4/5 in knee ﬂex-extension and 5/5 in foot ﬂexion. Patellar reﬂexes
remained normal bilaterally. The patient was ambulatory limping
without assistance and her hospital stay was 72 h. The histologic
examination revealed squamous cell carcinoma invading 80% of
cervical stroma and involving two obturator nodes microscopically.ssociates Ltd.
Fig. 1. Anatomy of obturator nerve (trauma site).
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was started 3 weeks after surgery. An electrodiagnostic study at
that time revealed neurogenic damage in left obturator muscles.
Thereafter she underwent vigorous physical therapy of left thigh
muscles. She regained her motor power 6 months postoperatively
and therewas no functional deﬁcit in the left thigh. At a follow up of
10 months the patient had full adduction strength of the left lower
extremity with only occasional, numbness of the left foot. The
electromyographic ﬁndings at 6 months were in favor of good
regeneration in the left obturator territory.
3. Discussion
Successful immediate grafting of iatrogenically damaged obtu-
rator nerve during radical hysterectomy in our patient seems to be
the second report of such a case.6
Intraoperative complications of radical hysterectomy for
cervical cancer are complications of urethra, bladder, great vessels
and obturator nerve.1 Recently some studies have described
a technique for preserving the autonomic nerve systematically,
including the hypogastric nerves, pelvic splanchnic nerves, and
pelvic plexus and its vesical branches, based on anatomic consid-
erations for the autonomic nerves innervating the urinary bladder,
in radical hysterectomies and to assess postsurgical bladder
function.7
Obturator nerve is a mixed sensorimotor nerve arising from the
spinal cord roots L2–L4 at the level of sacroiliacal joint. It traverses
the retroperitoneal space laterocaudally into the small pelvic
region, passing through the obturator canal, innervating all
adductors of the thigh and skin of upper medial part of the thigh.
Intraoperative injury of obturator nerve is not a frequent compli-
cation of gynecological surgeries but it has been reported primarily
in patients with endometriosis and genitourinary malignancies.2,4
This injury generally goes unnoticed in majority of cases and
recognized only with development of neurological deﬁcits post-
operatively. Irreversible damage of this nerve causes paresthesiaandmajor weakness in adduction (claudication) and atrophy of this
group of muscles as in our patient.1,3
Damage of obturator nerve during gynecologic operations may
occur by sharp instruments or electrocoagulation. Clinical signs of
damage of this nerve are disturbed sensation of the upper medial
part of thigh and major weakness of adductors of lower extremity.
Immediate repair of this nerve is indicated in all of these irrevers-
ible injuries. The nerve injury types comprise of neurapraxia, axo-
notmesis (retraction), and neurotmesis (sharp injury). The nerve
graft may be harvested from sural and/or intercostal nerves. The
priority of perineurial suturing cannot be over emphasized. In
nerve injuries where a nerve autograft is not possible, the use of
nerve allograft, as well as autogenous, biodegradable, and synthetic
nerve conduits has shown promising results in experimental
studies.8
In case of iatrogenic nerve transection, microsurgical end to end
tension-free coaptation without twisting or malalignement of
fascicles is advocated. Given that the obturator nerve is ﬁxed at
either end, nerve mobilization to gain additional length is not
feasible. As such, in the case of nerve loss, an interposition nerve or
vein graft would be necessary like our patient.1,6
Although surgical microscope is a necessary instrument for
perineural repair, most of the times this is not available in gyne-
cological operating rooms. In this case we had the opportunity to
conduct the surgery in a general theatre suite, having the instru-
ment accessible.
Immediate intraoperative grafting of damaged obturator nerve
during pelvic surgery was reported by Benes for the ﬁrst time.6
Their 28-year-old patient underwent radical hysterectomy and her
obturator nerve was iatrogenically damaged with a 5-cm defect.
Successful grafting of the nerve was done microscopically using
autologous sural nerve.
As far as transection and damage of obturator nerve cause thigh
claudication, paresthesia and cosmetic problems due to atrophy of
related group of muscles, we recommend primary anastomosis of
this nerve and grafting if necessary.
Although some authors believe that in patients undergoing
chemotherapy or radiotherapy, functional results of the repair
would not be very certain,1,6 surprisingly near complete functional
recovery in our case was encouraging. The nerve repair should not
be postponed because the development of new adhesions makes
the procedure very difﬁcult.
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